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Methods and Standards for Establishing Payment Rates - Inpatient Hospital Care 

An example of both the eligibility and payment adjustment computations are attached. 

6.3000 Simultaneous Option 1 and Option 2 Eligibility 

If a hospital is eligible under both 6.1000 and 6.2000 the disproportionate share payment 
adjustment shall be the greater of these two options. 

6.4000 Request for Review 

If a hospital is notdetermined eligible for disproportionate share payment adjustment 
according to 6.1000 or 6.2000, a hospital may request in writing a review of the 
determination within 30 days from the notification of the final payment adjustment 
amount. Any data supporting the redetermination of eligibility must be provided with the 
written request. 

6.5000 Payment Limitations 

If the payments determined exceed the allotment determined by CMS inaccordance with 
section 1923(f) (1) (C) of the Social Security Act, then all hospitals eligible for 
disproportionate share shall have their disproportionate share payments.reduced by an 
equivalent percentage which will result inan aggregate payment equal to the allotment 
determined by CMS. 

All hospitals are limited to no morethan the Kansas Medicaid inpatient portion of 100% 
of the cost of the uninsured plus the difference between the cost of the ]Kansas Medicaid 
inpatient services and the payments for Kansas Medicaid services. Data for both the 
uninsured and Medicaid cost and payments shall be based upon the Medicare cost report 
which must be available as ofthe start of the state fiscal year for which payments are to 
be made. 'The Kansas Medicaid inpatient portion is the ratio of Kansas 
Medicaid/MediKan inpatient days divided by total Medicaid/MediKan inpatient days. A 
cost determination of both the uninsured and the KansasMedicaid inpatient costs shall be 
made upon receipt of an appropriate cost report. 

During State Fiscal Year 2004 and 2005, the limitation on payment for Disproportionate 
Share (DSH) for Public (non State) Hospitals is no more than 175%of the total of the 
cost of the uninsured plus the difference between the cost of the Kansas Medicaid 
inpatient services and the payments for Kansas Medicaid services. There is no change in 
the limitation for either State or non Public hospitals. This change also applies to Section 
D2 thru D4 of the attached form. 
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